RESULTS: During the study period 208,728 deliveries met the inclusion criteria, of them 8.2% (n¼17040) were of non-diabetic mothers with family history of DM. Offspring born to non-diabetic mothers with family history of DM had higher risk cumulative incidence of long-term endocrine morbidity as compared with those without family history of DM (Kaplan-Meier log rank test P<0.029, Figure) . Using a Cox proportional hazards model, controlling for confounders such as maternal age, hypertensive disorders of pregnancy, birth-weight and caesarian delivery, being born to a nondiabetic mother with family history of DM was found to be an independent risk factor for long-term endocrine morbidity of the offspring (adjusted HR¼1.24, 95% CI 1.01-1.54; P¼0.043, Table) . CONCLUSION: Being born to a non-diabetic mother with a family history of DM is independently associated with higher risk for longterm endocrine morbidity of the offspring. OBJECTIVE: Twin fetuses grow slower during the 3rd trimester compared with singletons. Whether the relative smallness of twins is the result of placental dysfunction (as in singletons) or whether it reflects a benign adaptive response to the competitive uterine environment is yet unclear. This question is important as it determines whether small for gestational age (SGA) twins need to be managed similar to SGA singletons. We previously reported that SGA twins have a lower rate of abnormal placental pathology compared with SGA singletons, supporting the hypothesis that the smallness of twins may be more benign than in singletons. In the current study we aimed to further test this hypothesis by comparing the rate of Doppler abnormalities, as a specific antenatal measure for placental dysfunction, between SGA twins and SGA singleton fetuses.
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STUDY DESIGN:
We conducted a retrospective cohort study of SGA dichorionic twin and singleton fetuses (birth weight <10 th percentile for gestational age) born in a single tertiary center in Toronto, Ontario between 2010-2017 and for which Doppler data was available. Doppler findings in the most recent ultrasound report prior to birth were compared between SGA twins and singletons. Doppler abnormalities included elevated umbilical artery pulsatility index (UA-PI) >95 th %, absent/reverse diastolic flow (AREDF) in the umbilical artery, low middle cerebral artery pulsatility index (MCA-PI)<5 th % and low cerebroplacental ratio (CPR)<5 th %. RESULTS: Overall 1,121 SGA singleton and 375 SGA twin fetuses were included. Twins were born earlier than singletons (35.8AE2.3 weeks vs. 37.5AE3.4 weeks, p<0.001). In the overall cohort, the rate of Doppler abnormalities was similar for SGA twins and SGA singletons, except for a higher rate of AREDF in the singletons group (4.3% vs. 1.1%, p¼0.003) ( Table 1) . These findings persisted in the subgroup of SGA fetuses born at <34 weeks (Table 2) 
OBJECTIVE:
The aim of this study is to determine the value of cerebroplacental ratio (CPR) at routine third trimester scan in an unselected obstetric population to predict adverse perinatal outcome. STUDY DESIGN: A quasi-experimental study was carried out including 5071 consecutive routine third trimester ultrasound scans (32+0-34+6 weeks) performed in a University Hospital. The CPR was calculated in unselected patients according to the explorer's criteria, as a ratio of the middle cerebral artery to the umbilical artery pulsatility indices. CPR below the 5 centile by gestational age was define as abnormal. Exclusion criteria were major congenital anomalies, aneuploidy and multiple pregnancy. Ultrasound, clinical and perinatal data were collected from computerized clinical databases. Statistical analysis was performed with SPSS 20 RESULTS: CPR was assessed in 3325 pregnancies (65.6%). Those patients with abnormal CPR presented a statistically significant increase in preeclampsia (7.4% vs. 1.4% vs 1.3%, p ¼ 0.024), prematurity (37% vs. 6.4% vs 8.4%, p ¼ 0.001), born small for gestational age (SGA) (48.1% vs. 11.8% vs 7.2%, p ¼ 0.001), Apgar 5 minutes <7 (3.7% vs. 0.5% vs 1.1%, p ¼ 0.009), neonatal admission (25.9% vs. 4.5% vs 4.5%, p ¼ 0.001) and cesarean section rate (48.1% vs. 20.2% vs 21.9%, p ¼ 0.001), compared with normal or not performed. (Table 1 ) No differences were found among sociodemographic variables between groups.
The cohort in which the CPR was evaluated, whether normal or pathological, had a decrease in the prematurity rate (6.7% vs. 8.4%, p ¼ 0.028); Apgar test 5 minutes <7 (0.5% vs. 1.1%, p ¼ 0.020) and perinatal mortality (0.1% vs. 0.5%, p ¼ 0.011) compared with patients in whom CPR was not evaluated. (Table 2 ) Abnormal CPR was a best predictor of prematurity, Apgar 5 minutes <7, cesarean sections and neonatal admission than the isolated evaluation of the middle cerebral artery (MCAPI) or the umbilical artery (UAPI). CONCLUSION: Routine third trimester cerebroplacental ratio screening is associated with a decrease in the rate of prematurity, SGA, Apgar 5 minutes <7 and perinatal mortality. These results should be confirm by randomized clinical trials. 
